superficial pleomorphic adenomas, special treatment considerations exist that are not seen with a standard parotidectomy.
Intraoperative blood loss will be considerable in such a large tumor, making preservation of hemodynamic stability challenging. Typical parotidectomy procedures usually involve minimal blood loss during surgery. Larger lesions, which establish a significant blood supply over the course of decades, can pose a significant change to the circulating blood volume once resected. Normal fluid replacement and subsequent hemodilution of the effective circulating blood volume support the need to have blood on reserve should the situation arise. A preoperative electrocardiogram, a stress echocardiogram, and a complete blood count should be considered as preliminary assessment of a patient's ability to tolerate this increased cardiovascular demand. Perioperative management is extreme, referred to as the fibrosing variant), which results in increased nodularity of the gland. This fibrosis does not extend into the perithyroidal tissue and is not associated with vasculitis. Although unnecessary for the diagnosis, the lymphoid population will show appropriate compartmentalization of Band T-cell markers without light chain (K and ;\) restriction. It is important to exclude fibrous thyroiditis (Riedel disease) and lymphoma, especially as there is an increased risk of developing lymphoma with increased disease duration. It is possible to have a concurrent follicular neoplasm (papillary or follicular carcinoma), although there is no change in prognosis or outcome for a carcinoma in the setting of concurrent chronic lymphocytic thyroiditis. largely based on these volume losses and the subsequent physiologic changes. Metabolic shock should also be considered when a procedure is significantly reducing the body's mass. Our patient's lesion represented approximately 10% of her body mass. Appropriate fluid replacement should be considered to preclude the occurrence of physiologic instabilities.
Preservation of the facial nerve and its branches requires special consideration when dealing with a large parotid mass. The traditional approach of anterograde dissection of the facial nerve proves ineffective in patients with large lesions that effectively obstruct the field of view and origin of the nerve trunk. A retrograde approach toward the nerve trunk should be considered in these circumstances.
Special consideration of blood loss, mass reduction, and nerve preservation contributed to a good outcome and quality of life for our patient.
